
 EDITORIALS 

March 2002, Vol 92, No. 3 | American Journal of Public Health Editorials | 339

Ensuring
Timely Access
to Care for
People With
HIV Infection:
A Public Health
Imperative

The continuing importance to pub-
lic health of the HIV epidemic is
reflected in the number of HIV-re-
lated articles published in the Jour-
nal. Our focus on HIV this month
reflects the editors’ ongoing desire
to publish new research and com-
mentary on the key challenges as-
sociated with addressing HIV as a
public health problem. As the
range of articles in this issue sug-
gests, there are few if any areas of
public health that have not been
affected by the HIV epidemic.

Just over 20 years into the epi-
demic, we have learned much
about HIV, how it is transmitted,
who is potentially at risk, and how
HIV infection might be treated.
This progress has been made even
as our knowledge base has shifted
and expanded. We have learned to
define (if not always adopt) sound
public health strategies and poli-
cies based on the science as we
know it. And we have not been
afraid to adapt our approaches as
our scientific knowledge evolves—
for example, attitudes toward early
HIV testing and early HIV treat-
ment have changed as our under-
standing of behavioral and treat-
ment interventions has changed.

That said, hubris would be in-
appropriate. As we begin the third
decade of the epidemic, we still
have far to go. In some respects,
as much as we have learned
about HIV, we have not suc-
ceeded on some very basic
fronts—most important, in the
core public health functions of en-
suring that people learn their HIV
status, reduce their risky behav-
iors, and have access to new treat-
ments that might prolong life.

THE PROBLEM OF LATE
DIAGNOSIS

At a recent conference, data
from the US Centers for Disease
Control and Prevention (CDC)

were released showing that in 25
states with HIV reporting, 41% of
people infected with HIV learned
their status long after infection, ei-
ther at the same time as or within
1 year of an AIDS diagnosis.1 A
CDC 12-state study of persons
with AIDS found that overall,
40% either had AIDS at the time
of their HIV diagnosis (18%) or
developed AIDS within 1 year of
their first positive HIV test (22%).
Overall, 45% of those participat-
ing in this survey indicated that
illness was the primary reason for
their having an HIV test.2

These dismal findings are evi-
dence not only that people in-
fected with HIV are in some way
disconnected from the health care
delivery system, as indeed many
are, but also that those who are in
the system are not getting prop-
erly screened or are not getting
access to needed care. For exam-
ple, among persons reported with
HIV/AIDS for whom payer status
was known, 22% were receiving
Medicaid at the time of their
diagnosis—that is, they were in a
care system, one that will pay for
HIV testing. Even so, 48% of
those diagnosed with HIV and re-
ceiving Medicaid were diagnosed
with AIDS within 1 year after
being tested for HIV. Those with
private insurance fared worse:
52% of their diagnoses were late.3

These studies suggest that even
when individuals present to the
health care system with conditions
that suggest high risk for HIV in-
fection, they are not necessarily
being offered testing in a system-
atic way. A 1997 study at one
public hospital found that 62% of
inpatients with newly diagnosed
AIDS had previously received in-
patient or outpatient medical care
from that hospital, with a mean of
4 encounters over the previous 12
months, frequently for conditions
that should have signaled a need

for HIV testing before the test was
ultimately given.4 The good news
is that subsequent interventions at
that hospital increased outpatient
HIV testing.5

THE IMPORTANCE OF
BEING TESTED

It should be noted that some
people make a conscious decision
not to seek testing. In the CDC’s
HIV Testing Survey of individuals
at high risk for HIV infection, it
was found that the main reasons
for avoiding or delaying testing
were fear of learning one is HIV-
positive, thinking one was un-
likely to have been exposed to
HIV, thinking one was HIV-
negative, not wanting to think
about the possibility of being
HIV-positive, and thinking there
is little that can be done about
being HIV-positive.6 These data
suggest the importance of identi-
fying ways to overcome these at-
titudes to promote earlier testing.

Evidence exists that knowl-
edge of one’s serostatus, in addi-
tion to being the first step toward
receiving appropriate treatment,
also promotes prevention-
oriented behavior. In a CDC
study of 180 persons with re-
cently acquired HIV infection,
90% reported adopting some
change in sexual behavior after
learning their HIV serostatus, in-
cluding 60% who used condoms
more often and 49% who said
they had sex less often. Another
very important finding from this
small survey was that those who
were receiving health care for
HIV infection were more likely
to report changing their sexual
behavior (93%) than were those
not receiving care (81%).7

These data and many of the
HIV-related articles in this issue
suggest several research and pol-
icy questions that the public
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health community must address in
the third decade of the epidemic.

KEY RESEARCH AND
POLICY QUESTIONS

How do we make HIV risk as-
sessment, HIV testing, and HIV pre-
vention an integral part of the health
care delivery system? Most testing
occurs in the context of the health
care delivery system, yet it occurs
late in disease progression. In part,
the discussion surrounding the
CDC’s Serostatus Approach to
Fighting the HIV Epidemic
(SAFE) initiative8 attempts to ad-
dress this problem. But we must
also pay special attention to the in-
tegration of prevention services in
those financing or delivery sys-
tems (e.g., Medicaid and Medicaid
managed care) where a high pro-
portion of those infected with HIV
are ultimately identified and re-
ceive care. We must also begin to
address the implications of our
treatment advances and their im-
pact on the adoption or mainte-
nance of risk reduction behaviors,
as reflected in Katz et al.9

How do we address HIV-related
stigma, which affects both the com-
petence of providers to address HIV
risk behaviors, prevention services,
and treatment and the willingness of
those with HIV or at risk for HIV
infection to seek out these services?
Herek et al.10 and Valdiserri11 both
suggest that homophobia, among
other factors, remains a major im-
pediment to successful prevention
interventions. External homopho-
bia creates fear of seeking out
services and may make those
services culturally inappropriate.
(This is also true for other “pho-
bias” associated with HIV, includ-
ing attitudes toward substance
users and toward heterosexuals
who are sexually active outside
marriage.) But the internalized ho-
mophobia Valdiserri references,

which can mediate risky behavior
on the part of men who have sex
with men, may well be more detri-
mental to the prevention effort.

This is an area where only
limited research has been under-
taken. How does public health
take on the issue of homophobia,
not just to alter the behavior of
society in general by destigmatiz-
ing homosexuality, but to under-
take interventions at the commu-
nity level among gay, lesbian,
bisexual, and transgendered per-
sons that will be effective in help-
ing them overcome the internal-
ization of this stigmatization?

The overwhelming response to
the Journal’s June 2001 issue on
lesbian, gay, bisexual, and trans-
gender health demonstrates the de-
mand for good data on this issue.
The level of research needed can
be achieved only with an invest-
ment of resources from the federal
government through the National
Institutes of Health and the CDC.
We now have overwhelming data
to support the need for such re-
search for public health, not politi-
cal, reasons. It is time for those
agencies to act forcefully on this
issue as a public health problem.

How do we hold the health care
delivery system accountable for bet-
ter adherence to identification strate-
gies for those at risk for HIV infec-
tion and consistent adherence to care
regimens? Arno’s brief on using an
index of Pneumocystis carinii pneu-
monia to measure performance of
health systems is one step in that
direction.12 But much more needs
to be done toward public health’s
having the lead in defining the ap-
propriate standard of care for the
health care delivery system.

The job starts within the Depart-
ment of Health and Human Ser-
vices, which recently chose to re-
move from a proposed regulation
of Medicaid managed care plans a
requirement that these plans follow

the department’s own HIV anti-
retroviral treatment guidelines.13

With that requirement removed,
Medicaid beneficiaries will have no
guarantee of consistency of treat-
ment across Medicaid managed
care plans—a challenge for the indi-
vidual patient but also an issue of
great public health importance, be-
cause inconsistent treatment ap-
proaches may promote the devel-
opment of a drug-resistant virus. It
is important to remember in this
context that Medicaid officials esti-
mate that more than half of people
living with HIV/AIDS in the
United States have their care fi-
nanced by Medicaid.14

It is our hope that future issues
of the Journal can be a forum for
discussion of research and com-
mentary on these issues.
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